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Type of Charge 
Deduct. Coins. Copay. amount and Bas1 s for determination 

The following schedule o f  copayments applies to a l l  of the services listed below: 

b d l  cal d Payment 

- fa- Serv I c e 

510.00 or l ess  
B l O . 0 1  - $25.00 

t f We maximum per day Is 
62 ,O@:

525.01 T m o r 8  

I f  the maximum pet- d a y  :5 
$3.OO 

925.01 - 150.00 
$50.01 or more 

Pharmacy 


Recf p i  ent Copayment 

$0.50 

I .oo 

$2.00 


X 	 A nominal copayment Is imposed far 
pharmacy servl CBS. The nant nal 
copayment Is charged on each I n i t 1  al 
and ref I l led drug prescription The 
copayment shal I not exceed $2.00 tor 

generic and single source drugs and!3.00 fa mulitsource tirand name drugs. 



revision HCFA-PM-85-14 (BERC 
SEseptember 1985 

STAX plan UNDER TITLE X1 X OF T H E  SOCl AL SECUR ITY ACT 

Type of Charge 
Sew f ca Deduct. CoIns. Cape y . 

Am bu Iance X 

Chi chiropractic X 

home Health X 

hospital outpatient X 

Medical Suppl les Equ1 pment X 

TN No. ,93- / I
Supersedes 
tn No. 


Amount and 8asi s for determination 

A nml nal copayment Is imposed F a  each 
day of non-emergency ambul Rnce 
services The copayment mount she! 1 
not exceed 53 per day 

A nom1 nal copayment Is imposed f o r  each 
day of chl chiropractic services The 
copayment mount sha l l  n o t  exceed $2 
per  day. 

A nom1 nal copayment Is Imposed f o r  each ~ - , 

day of home health few Ices. the +? 
copayment mount shall I not exceed 63 -7per day. 

“pp
rasr*r 

A nun1nal copayment 1 s Imposed for each ,-‘,-T3 
day of outpatlent  hospl t a l  services. 
the copayment mount shall I not exceed 

-I­$3 per day. , ~ ., 

8-
A nominal copayment I s  Imposed for each . .­

.. .day fa equipment. The copayment .  
mount shalt not exceed $3 per day. 



Rev I s l  on: HCFA-FPI-85-14 (BERC) 
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STATE plan UNDER TITLE X IX  OF 

occupational I therapy 

Physical Therapy 

Pod I at r y  

private Duty nursing & Personal 
Care services combined 

Speech Pathology 

THE SOCIAL SECURITY ACT 

. x  

X 

X 

X 

A n m i  nal copayment  1 s imposed for each 
day of occuparl ortal therapy. The 
copayment mount shall not exceed $2 
per day. 

A nanl nal copayment Is imposed f o r  each 
d a y  of physical therapy. The copayment
amount she1 I not exceed $2 per day 

A nml nul copayment I s Imposed f o r  each >;a

day of pod1atry srv Ices. The 

c o p a y m e n t  mount shall I not exceed $2 

per day. 7 

A nominal copayment 1s Imposed for  each 

'Tq 

day of private duty nursing ng and R"3 
persona! care services The copayment 
mount shall I n o t  'exceed $3 per day 

. .
A nanl nal copayment I s  Imposed for each i­
day of speech pathology services loas. Tho 1 
copayment mount shall I not exceed 62 
per day. 

A nanl nal copayment 1s Imposed for each 
day of speech pathology services The ' 
copayment mount she4 1 not exceed 62 
per day, 



Determination for  Basis  and  

State:  

OFFICIAL ATTACHMENT 4. IS-A 
Revision: (BERC)HCFA-PM-85 

SEPTEMBER 1985 Page 1 (Cont.) 
STATE PLAN UNDER TITLE XIXOF THE SOCIAL SECURITY ACT 

Maine 
A. The following charges are imposed on the Categorically Needyfor services other than those provided under Section 1905(a)( 1)  through ( 5 )  and (7) of the 

Act. 
4 

Type of Charge 
Amount Copay Coins. Deduct.Service 

Laboratory 

Medical Imaging 

Psychology 

Optical 

mental Health Clinic 

Optometry 


Substance Abuse Treatment Facility 


X 

X 

X 


X 

X 

X 

X 

A nominal copayment is imposed for each day of laboratory 
services. The copayment amount shall not exceed $1 per day. 

A nominal copayment is imposed for each day of x-ray 
services. The copayment amount shall not exceed $1 per day. 

A nominal copayment is imposed for each day of psychology 
services. The copayment amount shall not exceed$1 per day. 

A nominal copayment is imposed for each day of optical 
services. The copayment amount shall not exceed$2 per day. 

A nominal copayment is imposed for each day of mental 
health clinic services. The Copayment amount shall not 
exceed $2 per day. 

A nominal copayment is imposed for each day of optometry 
services. The copayment shall not exceed $3 per day. 

A nominal copayment is imposed for each dayof substance 
abuse treatment facility services. The copayment shall not 
exceed $2 per day. 

EffectiveDate 4/1 195ApprovalDate 8/ 7 19 5 
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STATE PLAN U N D E R  T I T L E  X I X  OF TEE SOCIAL SECURITY act 

S t a t e :  maine 

B. Themethod used t oc o l l e c tc o s ts h a r i n gc h a r g e sf o rc a t e g o r i c a l l y  
n e e d yi n d i v i d u a l s :  

a r er e s p o n s i b l e  t h ec o s t. \  	/ x /  P r o v i d e r s  f o rc o l l e c t i n g  s h a r i n g-
c h a r g e sf r o mi n d i v i d u a l s .  

/7'The a g e n c y  p r o v i d e r s  f u l lr e i m b u r s e s  t h e  M e d i c a i d  ra te  f o r  __ 
2 se rv ice  and c o l l e c t st h ec o s ts h a r i n gc h a r g e sf r o m  
i n d i v i d u a l s .  

C. 	 T h eb a s i sf o rd e t e r m i n i n gw h e t h e r  an i n d i v i d u a l  i s  u n a b l et o  pay t h e  
charge .andthemeans  by w h i c hs u c ha ni n d i v i d u a l  i s  i d e n t i f i e d  t o  
p r o v i d e r s ,  i s  d e s c r i b e d  below: 

pharmacy : 

No pharmacy may d i s c o u n tt h ec o p a y m e n tf o rp r o m o t i o n a lp u r p o s e s .T h e  
pharmacy may f o r g i v et h ec o p a y m e n tf o rc o m p a s s i o n a t er e a s o n so na n  
i n d i v i d u a lb a s i s ,b u tt h ec o p a y m e n t  w i l l  s t i l l  bededuc tedf romthe  
Depar tment ' spayment .  

A l l  s e r v i c ep r o v i d e r s :  

The state p e r m i t st h ep r o v i d e r st oa c c e p tr e c i p i e n ta s c e r t i o nt h a th e  
o r  she i s  E n a b l et o  pay w i t ha b s e n c e  of knowledge o r  i n d i c a t i o n s  t o  
the cont  r z q .  
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STATEPLANUNDER TITLE X I X OFTHE S O C l  AL SECURITY A b, i ,I :tj ;; ;;1:: 
, '3 

S t a t e  : Ma ine 

D. 	 The p r o c e d u r e sf o ri m p l e m e n t i n ga n de n f o r c i n gt h ee x c l u s i o n sf r o mc o s t  
s h a r i n g  c o n t a i  ned i n  4 2  CFR 447.53(b 1 a r e  d e s c r i b e d  b e l o w :  

The e x c l u s i o n sh a v eb e e np r o m u l g a t e du n d e rt h eS t a t e ' sA d m i n i s t r a t i v e  
Procedures  Act as p a r t  of t h e  Med ic a i  d Program r u  I e: Mai neMed i ca I 
Assi s tance  Manual . 

E. Cumu la t i ve  maximums oncharges:  

p o l i c y  does n o t  f o rc7 S t a t e  p r o v i d ec u m u l a t i v e  maximums. 

/ x /  Cumula t i ve  maximums have  es tab l i shedbeen  as  be low:desc r ibed  

Ambulance: No more c a l e n d a r  month p e ri n d i v i d u a l .than $30 p e r  

Chichiropractic No morethan$20percalendarmonth p e ri n d i v i d u a l .  

Home Heal t h  : d o  morethan $30 pe rca  Iendar  month p e ri n d i v i d u a l .  

Hosp it a l  
O u t p a t i e n t :  No morethan $30 p e rc a le n d a r  month p e ri n d i v i d u a l .  

durableI e Med ic a  I 
Equipment: No morethan $30 p e rc a l e n d a r  month p e ri n d i v i d u a l .  

occupational ona I 
Therapy : No morethan $30 perca lendarmonth  p e ri n d i v i d u a l .  

Phys ic a  I 
than $20 p e rTherapy : No more c a l e n d a r  month p e ri n d i v i d u a l .  

P o d i a t r y :  No more c a l e n d a r  month p e ri n d i v i d u a l .than $20 p e r  

P r i v a t a  D u t y  N u r s i n g  8 Persona I Care 
S e r v i c e s :  No more ca lendarthan $5 pe r  mon th  p e ri n d i v i d u a l .  

Speech 8 H e a r i n g  C l i n i c  
than per perS e r v i c e s :  No more $20 month ind individual 

Speech Pat h o  I ogy 
S e r v i c e s :  No morethan $20 permonthper  ind individual 

TN No. 7;:-07 approval I Date  >,/L2,/7] E f  effective veSupercedes Da te  ' j / i  Ii5 
HCFA ID:0053-006E 
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STATE PLAN UNDER TITLE XIXOF THE SOCIAL SECURITY ACT 

State: m a i n e  

E. Cumulativemaximumsoncharges:(cont.) 

Laboratory.Nomorethan $10 percalendarmonthperindividual. 

Medical Imaging (X Ray) No more than $10 per calendar month per individual 

Psychology.Nomorethan $20 percalendarmonthperindividual. 

Optical. more calendar perNo than $20 per month individual. 

MentalHealthClinic. No morethan $20 percalendarmonthperindividual. 

Substance Abuse Treatment. No more than $20 per calendar month per individual. 

Optometry.Nomorethan $30 percalendarmonthperindividual. 
t 


official 


Date Effective 4/1/95Approval 8 / 7 / 9 5  Date 
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